Introduction {#S0001}
============

Dissociation encompasses a set of distinct symptoms such as Amnesia (eg, getting somewhere without remembering how you arrived), Depersonalization/Derealization (eg, looking in the mirror and not recognizing oneself, or perceive the environment as behind a glass), and Absorption/Imaginative Involvement (eg, immersion in an external/internal stimulus like a thought resulting in disconnection from the reality).[@CIT0001] The role of dissociation in OCD is equivocal as the current data are inconsistent. Some studies focused on the relation between dissociation and OCD severity: in some of them OCD patients experiencing stronger dissociation had higher OCD severity,[@CIT0002] whereas other studies did not find this result.[@CIT0003] These conflicting findings may be due to the fact that the different dissociative features are differently associated with OCD severity. Absorption and amnesia have been found to be more strongly related to OCD symptoms than Depersonalization/Derealization, despite this evidence was found only in non-clinical samples.[@CIT0004] Less confidence in reality monitoring and stronger memory distrust might be a reason why dissociative symptoms are sometimes present in OCD.[@CIT0005]

The role of the obsessive beliefs as vulnerability/maintenance factors in OCD is well-established. These include Overestimation of Threat/Inflated Sense of Responsibility (beliefs regarding the probability of occurrence of a feared event and responsibility for preventing/avoiding its negative outcomes); Importance/Control of Thoughts (beliefs that a thought has the same potential as the actual action imagined, that leads the individuals to perceive their thoughts as extremely important, consequently determining thought control strategies); Perfectionism/Intolerance of Uncertainty (the need to succeed/avoid failure leads OCD patients to set unrelenting standards).[@CIT0006]

In the literature, no study explored the association between obsessive beliefs and dissociative symptoms. It is important to understand which clinical factors may be related to dissociation in OCD as more severe dissociative symptoms, particularly absorption, have been found to be predictors of treatment non-response.[@CIT0007] Therefore, in the present short report we describe the results of an exploratory study aimed to investigate the role of the obsessive beliefs as predictors of the different dissociative symptoms controlling for anxiety and OCD severity in a group of OCD patients.

Method {#S0002}
======

Participants and procedure {#S0002-S2001}
--------------------------

Eligibility criteria were having a primary OCD diagnosis and 18--65 year-old age. Exclusion criteria were psychosis, mental retardation, neurological disorders. Sixty treatment-seeking patients consecutively referred to psychiatric services were included ([Table 1](#T0001){ref-type="table"}). Participation was voluntary and uncompensated. All the participants provided written informed consent. Materials containing personal information about participants were kept on electronic supports protected by passwords. In line with the Helsinki Declaration, the study was approved by the Institutional Ethics Committee of the University of Florence.Table 1Sociodemographic and clinical characteristics of the OCD group (n=60)*M (SD; range)*n *(%)Females*32 (53.30)Age31.17 (9.98; range 21--58)Marital statusSingle31 (51.70)Married20 (33.30)Divorced9 (15)EmploymentStudent11 (18.30)Employed26 (43.30)Unemployed22 (36.60)Retired1 (1.70)EducationMiddle school10 (16.70)High school34 (56.70)*Degree*16 (26.70)Comorbid depressive disorders17 (28.30)Y-BOCS score27.68 (6.84; range 8--40)[^1]

Measures {#S0002-S2002}
--------

OCD diagnoses were assessed through the Structured Clinical Interview for DSM-IV-TR Axis I Disorders. The official authorized Italian translation of the interview reported in the manual of Mazzi et al[@CIT0008] was used. Comorbid personality disorders were screened by the Structured Clinical Interview for DSM-IV-TR Personality Disorders. The Dissociative Experiences Scale-II (DES-II),[@CIT0001] a 28-item questionnaire on a 11-point scale, was used to assess dissociative symptoms. Three subscales are calculated: Absorption and Imaginative Involvement, Amnesia and Depersonalization/Derealization. It showed excellent reliability. In the present study the official authorized translation reported in Schimmenti et al[@CIT0009] was used and its internal consistency was good for all the subscales. The Obsessive Beliefs Questionnaire-46 (OBQ-46),[@CIT0008] a 46-item questionnaire on a 7-point scale was used to evaluate the obsessive beliefs: Perfectionism, Responsibility for Harm, Control of Thoughts, Responsibility for Omission, Importance of Thoughts. The OBQ-46 presented good internal consistency and the official authorized version is reported in Dorz et al.[@CIT0008] In the present study, internal consistency was good for all the scales. The Yale-Brown Obsessive-Compulsive Scale (Y-BOCS),[@CIT0010] a 10-item interview, was used to assess OCD severity. Higher scores suggest more severe symptoms. It showed excellent reliability.[@CIT0011] The official authorized Italian translation of the scale reported in Hénin[@CIT0012] was used. The Beck Anxiety Inventory (BAI),[@CIT0008] a 21-item questionnaire, was used to assess anxiety symptoms. It showed excellent internal consistency.[@CIT0013] The official authorized Italian translation of the questionnaire reported in Sica et al[@CIT0014] was used. In the present study internal consistency was good.

Statistical analysis {#S0002-S2003}
--------------------

In a first step, partial correlation coefficients were calculated between the scores on the OBQ-46 scales and those on the DES-II controlling for the BAI and Y-BOCS scores. These coefficients were interpreted as follows: 0\<*r*\<\|0.30\|=weak; \|0.30\|\<*r*\<\|0.50\|= moderate; \|0.50\|\<*r*\<\|0.70\|= strong; *r*\>\|0.70\|= very strong. A series of multiple linear regression analyses were conducted entering dissociative symptoms as outcomes by the stepwise procedure and obsessive beliefs, OCD symptoms and anxiety as predictors. The data analysis was conducted using the SPSS software version 21. The significance level was set at *p*\<0.05.

Results {#S0003}
=======

Partial correlation coefficients showed that among the OBQ-46 scales only the scores on the OBQ-46 Perfectionism scale significantly and moderately correlated with the scores on the DES-II subscale, specifically the DES-II Absorption and Imaginative Involvement subscale controlling for the BAI and Y-BOCS scores ([Table 2](#T0002){ref-type="table"}). Higher BAI and Y-BOCS scores predicted higher scores on the DES-II Dissociative Amnesia subscale (*R^2^*=0.20). Higher BAI scores predicted higher DES-II Depersonalization/Derealization subscale (*R^2^*=0.17). Higher BAI and OBQ-46 Perfectionism scores predicted higher scores on the DES-II Absoprtion and Imaginative Involvement subscale (*R^2^*=0.17). No significant effects of the scores on the other predictors emerged. The results of the regression analyses are presented in [Table 3](#T0003){ref-type="table"}.Table 2Partial correlations between the DES-II scores and the OBQ-46 scores controlling for BAI and Y-BOCS scores in the OCD group (*n*=60)DES-II Depersonalization/DerealizationDES-II Absorption and Imaginative InvolvementOBQ-46 PerfectionismOBQ-46 Responsibility for HarmOBQ-46 Responsibility for OmissionOBQ-46 Control of ThoughtsOBQ-46 Importance of ThoughtsDES-II Amnesia0.458\*0.589\*0.0520.0400.031−0.0050.024DES-II Depersonalization/Derealization0.396\*\*−0.0680.1660.2110.1860.135DES-II Absorption and Imaginative Involvement0.323\*\*\*0.1010.1080.1970.181OBQ-46 Perfectionism−0.0500.073−0.0010.262\*\*\*OBQ-46 Responsibility for Harm0.574\*0.535\*0.212OBQ-46 Responsibility for Omission0.372\*\*0.311\*OBQ-46 Control of Thoughts0.587\*OBQ-46 Importance of Thoughts1[^2][^3] Table 3Multiple linear regression analyses of the DES-II scores in the OCD group (*n*=60)Outcome: DES-II Dissociative Amnesia*βtp*-value*R^2^* Constant−2.0230.0480.20 BAI0.3352.8320.006 Y-BOCS0.3052.5800.012 OBQ-46 Perfectionism0.0470.3860.701 OBQ-46 Responsibility for Harm0.0360.3000.765 OBQ-46 Responsibility for Omission0.0300.2350.815 OBQ-46 Control of Thoughts−0.004−0.0340.973 OBQ-46 Importance of Thoughts0.0210.1780.860**Outcome: DES-II Depersonalization/Derealization*β**t**p*-value*R^2^*** Constant0.0170.9860.17 BAI0.4063.3800.001 Y-BOCS0.1000.8340.408 OBQ-46 Perfectionism−0.065−0.5300.598 OBQ-46 Responsibility for Harm0.1641.3620.178 OBQ-46 Responsibility for Omission0.2161.8210.074 OBQ-46 Control of Thoughts0.1561.3070.196 OBQ-46 Importance of Thoughts0.1130.9370.353**Outcome: DES-II Absorption and Imaginative Involvement*β**t**p*-value*R^2^*** Constant0.3830.703.17 BAI0.3192.6020.012 OBQ-46 Perfectionism0.3142.5660.013 Y-BOCS0.0550.4500.654 OBQ-46 Responsibility for Harm0.1200.9860.328 OBQ-46 Responsibility for Omission0.0960.7870.435 OBQ-46 Control of Thoughts0.1821.5220.134 OBQ-46 Importance of Thoughts0.0950.7500.457[^4]

Discussion {#S0004}
==========

Previous research showed that amnesia and absorption are dissociative symptoms more strongly associated with OCD symptoms than Depersonalization/Derealization.[@CIT0004] The present exploratory study is the first contribution exploring the association between obsessive beliefs and dissociative symptoms in a group of OCD patients controlling for anxiety and OCD severity. Our findings showed that patients with more severe anxious and OCD symptoms reported more intense amnesia simptoms. This result appears consistent with previous data showing that memory distrust is one of the dissociative symptoms related to OCD severity.[@CIT0005] Consistent with O'Connor and Aardema's observations,[@CIT0011] it may be that those patients experiencing higher levels of anxiety and more frequent obsessions/compulsions have higher proneness to losing sense of time due to the distracting effects of symptoms. Alternatively, they may be less confident about their capacity to remember whether or not they have done something, a mechanism that might reinforce the obsessional doubt.

Patients with higher anxiety experienced more severe Depersonalization/Derealization symptoms. This result was in line with previous research[@CIT0012] and suggests that Depersonalization/Derealization may be a mental anxiety symptom cluster that needs for a careful psychotherapeutic work in clinical practice. Enteroceptive exposure may be used in combination with the gold standard technique for OCD, exposure and response prevention, to reduce Depersonalization/Derealization feelings. More intense anxious symptoms and more severe perfectionistic beliefs predicted stronger absorption/imaginative involvement. It may be that perfectionism imposes unrelenting standards to the individual about the importance of an extracareful reality monitoring that in turn reinforces the doubt whether or not something was real. Alternatively, absorption/imaginative involvement may be a coping strategy adopted by OCD patients to anticipate potential dangers in order to meet their needs to succeed and/or avoid failure.

Some limitations should be pointed out. Future research should expand the sample size. In addition, the regression models explained a proportion of variance ranging from 17% to 20%. This point suggests that a future work should investigate additional predictors. Moreover, future research should investigate the potential role of perfectionism as mediator of OCD severity/anxiety on dissociative symptoms. Finally, given the frequently observed association between depressive symptoms and OCD,[@CIT0013] a measure of depression should be introduced to control for depressive symptoms in the same way as for anxiety and OCD severity.

In conclusion, the present exploratory study demonstrates that perfectionistic beliefs are associated with dissociative absorption/imaginative involvement in OCD. Perfectionism in OCD patients may be associated with a higher tendency to absorption or imaginal involvement. Clinical work with OCD patients reporting absorption/imaginative involvement might benefit from an intervention on perfectionism. However, whether this may be a promising strategy to improve clinical practice should be supported by additional research assessing treatment effects and mechanisms of change.
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